Miss GERTRUDE TORREY, of Chicago: Some people find lip reading hard to learn-others find it comparatively easy. This is due to a difference in the type of mind. Teaching lip reading becomes a psychologic problem. The theory and basis of lip reading can be mastered in three or four months. Sometimes one becomes a fairly good lip reader in that time, but usually the first three months should be followed by from six months to a year or more of very thorough practice. A good lip reader can almost entirely overcome the handicap of deafness.
Every vowel and consonant has its own movement. Each movement is studied and then applied in words, in sentences, in stories, vowel exercises and consonant exercises are used, conversation practice, etc. The psychologic side is developed.
Successful lip reading depends upon the application of the principles. The most important point is a great deal of intel ligent practice.
Miss Torrey gave a demonstration of two pupils-one en tirely deaf, one very deaf-who carried on an impromptu con versation on various topics with her. They also talked with some of the physicians, and one spoke German with Dr. Beck, though all instruction in lip reading had been in English.
DISCUSSION.
MISS MARY MCCOWEN thinks that Chicago is fortunate in having Miss Torrey, because there are a great many people in Chicago suffering with partial deafness, more than can be taken care of by the teachers who give their time principally to teaching deaf children. There are in operation in the night schools of the city of Chicago classes for adults who are becoming deaf. Such classes are maintained on the south and north sides. But in these schools it is impossible to take care of all the people who wish instruction, because there are not enough teachers properly trained. The speaker's work has been very largely with little children. Speech reading is used, but it is purely incidental in the case of children. The first thing is to give these children an education, and speech is used as a medium of communication. With the adult, speech reading is, of course, a translation. It is learning an other language. It is translating the language which we all know as a heard language into a language of movement. As Miss Torrey said, it is a language of movement, but the speaker would add that the movement is limited by the eyes. With adults the eyes may not amount to very much, but with little children we find that the eyes are very important, be cause the movement that does not begin at a definite point and end at a definite point does not get anywhere, and does not convey any definite idea to the child's mind.
Another point with reference to the speech reading of adults: It is a tremendous advantage for a person who is partially deaf to begin to get speech reading before he or she is acknowledged to be very deaf, for his or her own sake, and also for the sake of others. If the community reaches the conclusion that a person is deaf, and that it is difficult to com municate with him, before that person had acquired speech reading, he is forever handicapped. It makes no difference how well he acquires it afterwards. If everyone, the moment they began to feel that deafness was coming upon them, even in the slightest degree, would begin at once to watch the face and learn speech reading, either through a teacher or uncon sciously, without a teacher, it would be of wonderful advan tage. Many have acquired very excellent speech reading through their own determination. Deafness often grows upon people, and speech reading would perform its function better and better: and while speech reading never can take the place of hearing, yet the disability of deafness would be very greatly modified.
DR. E. L. KENYON said when one has reached the point in loss of hearing where ordinary conversation has become dif ficult, that person is bound to go through life with a great handicap. We all know this. The speaker merely wished to emphasize it. His mother was deaf from the time she was thirty years old, following typhoid fever. She was so deaf that she could not hear ordinary conversation in a room. She never had any training in lip reading-the doctor did not know what the status of lip reading was at that time, but the speaker's life is filled with realization of the pathos of deaf ness.
Of course, when an adult becomes deaf, he does not neces sarily become totally deaf, as we all know. The point which he wished to emphasize was that one should conserve evenbit of hearing that can possibly be conserved. One should not only cultivate lip reading in those that are deaf, but still have hearing, but he should cultivate increased capability of hearing for words. He would take up Miss McCowen's thought, that lip reading should be begun early, before hear ing has been lost, and go further : He would say that training of the ear should be begun the moment, or as soon as possible after, the individual knows that he is to become deaf. We hear largely by hearing key sounds, particularly if we hear badly. These key sounds are sounds which give us a cue as to what the rest of the word is. So his contention would be that we should educate the hearing of these people by analyz ing the words phonetically for them, with the idea of giving them an appreciation of the individual sounds in those words, so that they could better interpret the complete word from the part heard.
He wished to express his appreciation of the exhibition of lip reading. Bu< we must bear in mind that, in the first place, not all individuals perhaps can succeed in lip reading like those shown, and, in the second place, that not all individuals are talking with their own teacher, a trained lip reader, al though, of course, he appreciated that these pupils talked with others, too; but what he wished to emphasize was that any aid which the deaf can have is to be brought into use, wheth er it be mechanical appliances for the ear. whether it be lip reading, or the education of the ear to appreciate what he called key sounds.
Possibly something could be done by this organization to inaugurate a movement for the education of the public in the matters of prevention and amelioration of deafness. How many people, for example, are acquainted with the value of lip reading to the adult deaf ? Or how many are familiar with the importance of early teaching lip reading to the child who has become deaf? Or how many appreciate the necessity of early treatment of pathologic conditions affecting the ears? Such a social work of education is being done for the eye, and should be done also for the ear.
DR. JOSEPH C. BECK said that we are having less deafness than formerly, which he believes is due to the fact that we recognize the etiologic factors producing deafness. Of course, this does not refer to cases of congenital deafness, but to cases of acquired deafness.
As long ago as last year, in discussion at the State meeting, did the speaker voice an opinion against this attempt to teach the hard hearing individuals lip reading, and he thought, as Dr. Kenyon mentioned, to stimulate the hard hearing people to try and hear without watching the lips, and so stimulate thé auditory nerve and the acoustic apparatus so that it would be kept in action. He always remembered this lesson from Professor Zaufal, who insisted on that. But he believes now, and is willing to be convinced, that the mistake is perhaps made too often the other way, in waiting too long. Espe cially is this the case in otosclerotic individuals, and he has now under observation several patients of this form who are being instructed in lip reading.
Of course, some people learn lip reading readily, as he would show by the demonstration of a case, but others find it very difficult. For instance, he has a patient, thirteen years of age, who is practically deaf, but who does not respond the least bit to lip reading.
Something might also be said on the side of the question that many people run their words together in speaking, or there is not much lip action, or people do not accentuate clearly, and so that is a difficulty in understanding them, espe cially for hard hearing people. DR. KENYON said he did not know that he had an intelligent answer for this question, but that Miss McCowen might have. He has never analyzed it carefully enough to know. It might be somewhat temperamental with the individual, and also depend somewhat upon the life conditions of the individual. On the whole, he is inclined to think that deafness is a more serious affliction than blindness. There is something so essen tial to human contentment that people should be able to carry on quick thought with those about them. It seems to him that it must be exceedingly hard to bear that one is unable to do that. DR. J. R. FLETCHER mentioned this because a gentleman voluntarily said to him the other day that it seemed to him deaf people are far worse off than the blind. This man said he had lived with two uncles, one deaf and the other blind. The blind man was one of the happiest men, and the sweet est natures. The deaf uncle was mean, morose, melancholy and suspicious, and generally disagreeable, and life was not worth while. ' This man said that he would choose blindness, if necessary, of the two afflictions.
DR. OTIS H. MACLAY had been very much pleased with Miss Torrey's paper and the discussion, and believed all the mem bers would join with him in this expression of appreciation.
There is one point otologists should consider, namely, that when patients are not being helped, they should be advised to learn lip reading. It would only be fair to them as well as to the profession as a whole.
A future meeting of the Society might be arranged, where we could follow out some of the ideas brought out at this one.
DR. J. HOLINGER asked what is the pathology of these cases ? Most frequently they are otosclerosis, starting at the age of sixteen, eighteen or twenty. As soon as we notice that the patient is going beyond the usual degree of hard hearing, where he-cannot very well understand conversation, then he is certainly a subject for lip reading. Hearing exercises are of no value.
In labyrinth deafness after infectious diseases, scarlet fever and typhoid fever, etc., the deafness is from the start of such a degree that lip reading is absolutely necessary. In hard hearing caused by chronic suppuration of the mid dle ear the danger to the life of the patient is often more important than the function of the ear.
Miss TORREY, in closing the discussion, referred to the thought suggested by Dr. Reck, on the possibility of lip read ers not trying to hear. As a rule, a person who is deaf and who is not a lip reader does not try to hear unless addressed personally. He thinks it is too hafd, or useless, and he is apt to become engrossed in his own thoughts. This fact is ad mitted by riiany who are deaf. Successful lip reading calls for absolute concentration and for great mental alertness which reacts upon all the senses, making them more sensitive to the impressions they receive. A good lip reader sees more and feels more than the average "normal," and probably hears more than one who is not a lip reader, of the same degree of deafness. For the mind is ready to respond to anything that will help in understanding, no matter through which sense the help comes. And for this reason it seems probable that the ear is used fully as much as in the case of one who is not a lip reader.
Paper: Diseases of the Antrum.
DR. TRUMAN W. BROPHY, "of Chicago: The clinical expe rience of an oral surgeon is filled with examples of early neglect of the teeth, and this neglect is manifested in-the de velopment of many diseases, some of which are of the gravest character. Xinety-seven per cent of all people have diseases of the teeth. The teeth, therefore, are more subject to dis eases than any other tissue of the body. The physician should have some knowledge of the symptoms produced by diseased teeth. It is through this lack of knowledge that many oper ations about the face are failures. The making of external incisions through the face, based upon an erroneous diagnosis, is an unwarranted procedure, yet it is of common occurrence.
The anatomy of the antrum was then taken up in detail. Following this, the author opened a discussion upon empyema of the antrum. When we realize that the apices of tooth roots often penetrate the antrum, the prevalence of dental caries, pulpitis, infection of dental pulps, infection of the pericementum by reason of the decomposition of tooth pulps, the passage of pathogenic microorganisms through the apical foramen, the formation of dentoalveolar abscesses, and, fur ther, keeping in mind that pus will, as a rule, make its exit through the surface which affords the least resistance, it is easy to understand why empyema of the antrum so frequently follows the formation of dentoalveolar abscesses and other infections of dental origin. A tooth with a dead pericemen tum is like a piece of necrotic bone ; it should be taken away. Suppurative dentoalveolitis unquestionably may be the cause of empyema of the antrum. This is frequently overlooked. Empyema of the antrum may also follow rhinitis, infection of the frontal or accessory sinuses, foreign bodies in the antrum and diseases of the nasal tract. It also comes as a result of careless handling after removing a tooth. The antrum may be punctured by the examiner and infected material forced into it. Fully seventy-five per cent of the cases are the result of some dental lesion. The surgeon should use every means at his command to determine the vitality of the teeth in empy ema of the antrum.
The symptoms of empyema of the antrum followed this dis cussion. In the diagnosis of this condition it is not necessary to open the antrum through the nose, as a small opening may be made in tire canine fossa and the cavity flushed out by inserting a syringe. The dental engine may be used here ad vantageously. Transillumination and X-ray pictures should be brought into service. It is essential to examine all the teeth.
In the treatment of empyema of the antrum it is necessary that thorough drainage be established, and that polype dis eased teeth and bone and foreign substances be removed. The removal of a sound or diseased tooth for such a purpose is not warranted except where the tooth is not firm in its socket. Although diseased teeth may have been the primary cause of the condition, they are often amenable to-successful treatment. The importance of the function of the teeth demands that they should be cured, if possible, and restored to usefulness. The various operations for the cure of empyema of the antrum were then discussed. Regarding the openings made into the antrum through the nose, the author stated: "Nature created an aperture of communication, the ostium maxillare, between the nose and the antrum. It is the surgeon's duty, in case this opening has been closed by adhesions as the result of inflam mation, to open it and reestablish its function, instead of mak ing a large unnatural opening at the base of the nose through which dust and mucus may enter the antrum, thus becoming a constant irritant and making the permanent cure of the dis ease impossible."
Any operation for the treatment of chronic empyema of the antrum which does not admit of an ocular examination of the antral walls is extremely faulty. In nearly all cases of chronic empyema, polypi are seen. It is their presence which explains the failure of cure in so many cases treated through small openings. To treat the antrum in such a manner as will give the surgeon a complete understanding of the exact condition of the part, a large opening through the canine fossa should be made. After, the patient is anesthetized, the lip is reflected upward and an incision is made one and a half inches in length directly above the cuspid tooth root. Another incision is made downward a half inch above the first one, and the periosteum elevated so as to leave a considerable area of bone exposed. The cavity is then punctured by means of the dental engine and a bur. A button-shaped piece of bone is removed and the finger introduced. Polypi are curetted and foreign bodies removed. The mucous membrane in the walls, if possible, is not disturbed. The antrum is then dried with sponges and the cavity packed with sterile gauze. The gauze is changed every other day for ten days, when an antral plug is made and placed in the opening. This is kept in until the walls of the antrum are normal, which is determined by illuminating.
DR. C. M. ROBERTSON said there are some points about dis eases of the antrum that Dr. Brophy did not mention, and which the speaker thinks are not generally understood. One is that antrum diseases are sometimes caused by posterior ethmoiditis and sphenoid abscess. He noticed in some of the pictures that the laminae that were present in some of the antra were more complete than in others. This was due to the formation of the antrum in early life, in which the eth moidal cells pushed down y Those are ethmoidal cells; they are not part of the antrum. That is particularly so in the pos-terior part of the antrum, and in cases in which we go through the antrum as the short route to the sphenoidal sinus, we often find a posterior eminence, which is a posterior ethmoidal cell, very prominent, and in some cases it dips down, so that it fdls half of the antral cavity. If absorption goes on far enough the wall of this posterior ethmoidal cell is done away with, leaving only a lamina, which might appear as though there were a partition in the sinus itself, and part of the sinus, rather than being a remnant of the posterior ethmoidal cell. Those are the inferior cells of the ethrnoid, just as we have the superior cells going over the orbit, and the cells that go down into the middle turbinate, the middle cells. This condi tion Dr. Robertson has noticed very frequently in the cadaver.
Regarding the etiology, of course, the dentist requires that everything comes from the teeth, so that Dr. Brophy says that seventy-five per cent of the cases occur from dental origin. We will in turn give him twenty-five per cent, and say seventyfive per cent occur from nasal origin. We will have to admit, however, that most of the cases show a caries in the molar teeth.
We have cases of nonsuppurative inflammations of these sinuses. The first man to discuss and write about this was from the middle part of New York State, and the speaker believes that he was the next one. Then Dr. Brawley, of Chicago, reported on a number of cases with all the subject ive without the objective symptoms of empyema. They are just as suspicious as the cases where pus is present. They are cases of stenosis of the maxillary ostium in which there is a hypertrophy or a bony cystic degeneration of the middle turbinate occluding the ostium.
One of the most common symptoms that we have to treat in connection with antral diseases is the condition that occurs in the respiratory tract further down, resulting in asthma, bronchitis, and the reflexes that occur from the pus in the nose. The objective sign-pus in the antrum-does not mean anything-we can have it from so many causes. As stated before, we can have it from a sphenoid sinus coming from behind downward ; from the posterior ethmoidal cell in the same direction; from a middle ethmoidal cell, and we very frequently have it as a reservoir from an ethmoidal cell or a frontal sinus.
Bosworth has reported one case in which there was pus in the antrum for thirty years, draining from a frontal sinus, and the antral mucous membrane remained normal. Thus we must be careful about our objective signs.
Walter's negative pressure apparatus the speaker had never heard about before, but he had heard of other negative press ures, and it is hard to imagine a better negative pressure than the Brawley pump or the pump of Dr. Pynchon.
Puncture through the canine fossa has always been objec tionable to Dr. Robertson, on account of, first, infection that occurs in the mouth from the nose, and, second, in the an trum from the mouth. The antrum is a nasal accessory sinus, and it seemed to the speaker that drainage should be made in the place where nature intended it to be. We do not recog nize the alveolar process as a place for draining. Neither does Dr. Brophy. Dr. Brophy's canine fossa, or the Caldwell-Luc route, is a more direct and better one than the alveolar. But the antral wall of the inferior meatus, in the speaker's opinion, is the selective point. He read a paper on radical operation on the antrum about five or six years ago before the North Side Medical Society, and it was at that time criticized. It was said that it was impossible to do what he said he could do. He has demonstrated time and time again that he can operate upon the antrum of Highmore and cut away the entire inferior wall-that is, the wall in the inferior meatus-and save the entire inferior turbinate body, so that anybody looking into that nose could not tell that the antrum had been opened, and at the same time the antrum has an opening of the entire extent of the inferior meatus. This, to his mind, is a better operation than the Denker or the Caldwell-Luc, or the operation of Dr. Canfield, and it is very easy of accomplishment. The operation is done exactly the same way Dr. Brophy does, so far as entering the antrum. After the antrum is entered, the maxillary wall is cut away, down to the nasal wall, so that you can see the attachment in the antrum of the inferior turbinate body, which is a decided ridge, always running from before backward and downward. In this operation the nasal mucous membrane is saved. We do not go into the nose until the operation is com pleted. In doing this, if care is taken to cut away the bone at the top of the supposed wound-to-be, going along the at-tachment of the inferior turbinate as far as you wish to make your opening, and then tearing down the wall to the floor of the nasal cavity, we can level off, no matter whether the antrum goes below the floor of the nose, or on a level with the nose, or above. In this we do not have any place for the pus to collect. After that wall is completely dissected away, the mucous membrane of the nose having been left intact, not having as yet been perforated, the floor of the antrum and the floor of the nose being on the flush absolutely, then the cavity of the nose is opened by a sagittal section through the mucous membrane, making four flaps, and the four flaps are then folded back into the antrum. It is the same thing as the Denker operation contemplates by one flap, but Denker is careless about the technic, so that he has a mucous membrane that does not attach, and therefore the antrum fills up again by granulation. If you are very particular, folding the flaps around the corners of this newly made opening into the nose, and holding the mucous membrane flaps of the nose in place by packing, the opening becomes permanent just as you leave it, and the inferior turbinate is not touched at all. In that way the dirt does not fall in, there is no mucus, there are no crusts, and nobody would ever know that that antrum had been opened, although you have an opening equal in extent to the amount of bone cut away from the inferior meatal wall. The buccal cavity is closed as the last step of the operation. The packing is left in long enough for these flaps to attach, and that is all the treatment necessary. There is drainage produced, and our distinguished friend, Dr. Brophy, after he produced his drainage, which he says it is essential to produce, and all that is necessary, then tells us about therapeutics. That part of the paper Dr. Robertson would criticize. There is no necessity for therapeutics. He never washes these cavi ties out after operations. He has never seen one case of scabbing, and he has never seen a case with permanent dis charge, except where necrosis is extensive. He leaves the dressing in for five days, it comes out easily without tearing the flaps loose, and there is a permanent opening that does not show. And that, to the speaker's idea, is a classical opera tion. He has performed it for five years. He has examined these cases repeatedly to see if they remained às he left them, and they did.
The speaker believed with Dr. Brophy that we should be conservative of the nasal mucosa, because that is a most important physiologic tissue in the body. It is a respiratory tissue, and it is wrong to injure these tissues in any way, when it can possibly be avoided.
Another thing: There is a difference between polypi and exuberant granulations. His idea is that very many cases of empyema of the maxillary sinus have no polypi at all. They are all exuberant granulations. One is a product of heat and moisture ; the other a myxoma which is a true growth.
DR. FREER said a polypus was an inflammatory product, not a myxoma.
DR. ROBERTSON said it was an inflammatory polypoid edema -granuloma. He has a patient, whom he has exhibited on various occasions, who has a bilateral empyema of the max illary sinus of some years' duration, and her nose is still full of socalled polypi. This woman's antrum is washed out by means of the ordinary grooved Kraus cannula, and after two or three days she will blow polypi out of the nose. In a con dition like that, if you produce drainage, the polypi'will shrink up. Those are exuberant granulations, and as soon as you take the moisture away the things disappear. He has had several cases recently in which molar teeth were found in the antrum, one against the nasal wall in the anterior cor ner. The most important part of the whole operation-to get the anterior apex of the antral cavity as clean as this-is the point most apt to present persistent granulations.
DR. OTTO T. FREER said that Claoué, of France, and Rethi. of Vienna, followed by Holbrook Curtis, in America, were the first to intranasally remove a portion of the nasal wall of the maxillary antrum for the relief of empyema. Dr. Freer was the first to perform and advocate the operation in Chi cago. His first case was presented to the Chicago Laryngo logical and Otological Society, in 1904 (Illinois Medical Jour nal, 1905; Laryngoscope, 1905). The perfected method was described in The Journal of the Michigan State Medical So ciety, 1912. Experience has only confirmed Dr. Freer's im pression of that time, that the ideal method for the relief of chronic antral empyema is the intranasal resection, with bur and trephine, of a large part of the nasal wall of the antrum in the inferior meatus. Had Dr. Brophy seen Dr. Freer's results, he would not have mentioned as facts theoretically reasoned evil consequences. With only rare exceptions the patients recover in a few weeks, and stay well, and Dr. Freer has seen none that suffered from the drawbacks spoken of by Dr. Brophy. After the bone wounds are healed there is no scabbing, there is no chronic mucous discharge, and the mucous membrane, both within and without the antrum cav ity, looks moist, pink and healthy in all but the very pare com plicated cases.
In the exceptional cases, where pus continues to come from the antrum after the operation, it usually does so because the antrum acts as a receptacle for discharge from a suppurating frontal sinus. Caries, polypi, irremediable degeneration of the mucous membrane and ulceration are conditions given a prominence in textbooks that would make them seem not un usual complications of antrum suppuration, while in reality they are extremely rare, the rule being that inspection through the intranasal opening shows the mucous lining of the antrum to be normal and not even thickened. The level of the floor of the antrum below that of the nasal cavity does not interfere enough with drainage to be of moment.
Not only does an "opening through the nasal wall open the antrum into the cavity with which it is intended to com municate-that is, the nasal cavity and not,the mouth-but the nasal wall of the antrum is anatomically its least important one, and it is only where direct access to the antrum is de manded for such conditions as tumors or caries that the route through the facial or, as it is also called, buccal wall should be chosen, for this highly organized wall contains the roots of the teeth and the anterior dental nerve. In fact, an open ing through the facial wall is, in all but the rarest cases, an objectless mutilation.
For these reasons the simple operation through the nasal wall should supplant for all but complicated cases of chronic antrum suppuration, the needlessly formidable Caldwell-Luc, Denker and Canfield operations, which interfere with the facial skeleton and are seldom necessary. I emphasize this because, even after so many years, the intranasal operation is not yet generally appreciated, and patients are unnecessarily being subjected to the extensive procedures mentioned. The chief reason for the popularity of entrance to the antrum through its facial wall is the unfamiliarity of the average surgeon with intranasal work, so that the easier direct way is chosen, to the patient's detriment.
The resection of the nasal wall of the maxillary antrum in the middle meatus, practiced by some, has the serious objec tion that the orbit is in danger of penetration, and it has been penetrated by puncture in this region. The opening obtain able in the middle meatus is a narrow slit which does not permit of inspection of the interior of the antrum, as does the opening in.the lower meatus, while drainage is poor, as the opening is at the very top of the antrum. There are cases where the pus in chronic empyema clots into a mass of cheese, which lies in the bottom of the antrum and requires a large opening for its removal. The middle meatus route is not even good for diagnostic puncture with a trocar, for in washing out the antrum through the cannula of the trocar the return flow may bring clear water, the entering stream having merely flowed over the thick pus lying in the bottom of the antrum. I describe this from my own experience.
As an examule, Dr. Freer relieved a young woman of a double antrum suppuration by broad openings in the lower meati, after openings through the middle meati by another operator had been of no avail. The only excuse for choice of the middle meatus route is that it is an easy one.
As Dr. Freer operates, his first opening is made for diag nosis. He is as fond of the dental engine as is Dr. Brophy, and regards it as typifying the genius of oral surgery, which Dr. Brophy has done so much to advance. General surgery can show no such beautiful instrument. A large trephine driven by the engine is introduced underneath the inferior turbinate, after previous cocainization with pure coçain in the form of flake crystals. The trephine's cutting edge is pressed against the nasal wall of the antrum as far forward in the iower meatus as possible by crowding the shank of the tre phine against the flexible cartilaginous septum, which is bent over by it towards the other nostril, the trephine thus being made to cross the naris of the operation at an angle of about forty-five degrees. The power is then turned on, and in the usual case instantly and painlessly a smooth oval hole is made in the antral wall large enough to permit the use of a large eustachian catheter for washing out the antrum, with plenty of room to permit the escape of clots beside the catheter. In distinction to this the trocar and cannula usually employed cause great pain in making the puncture, create a stellate fracture, and often fail to penetrate at ajl where the bone is thick in the lower meatus. In addition, the cannula tightly fills the opening made, so that there is no room for a counter current beside it, and none is possible where the natural open ing of the antrum is closed by swelling or polypi.
If the diagnostic opening with the trephine brings pus from the antrum, the opening, in mild cases, is merely enlarged underneath the lower turbinate with the trephine and bur, without cutting away any of the turbinate. This leaves hid den under the turbinate a large aperture, which is apt to close, but usually not before the suppuration has ceased. In most cases, however, in order to get a surely permanent opening, the anterior one-third to one-half of the inferior turbinate has to be resected by Dr. Freer's flap resection, which preserves the mucosa of the convexity of the turbinate, which curls into the aperture in the antrum, and giving it a smooth edge above. After the turbinate resection the diagnostic trephine opening is enlarged with the bur and cutting forceps until it takes in all of the lower meatus down to the nasal floor. The mucosa of the antrum's interior is left intact and is not curetted. It is usually normal or capable of becoming so, if left alone. The operation leaves no denuded surfaces to granulate, for the bone opening always exceeds the opening in the mucosa, which gets out of the way of the bur. In fact, it is due to concen tric contraction of the mucosal opening that the aperture always loses half of its area after healing, and, if not made large enough, it sometimes closes up again by a membranous diaphragm. For this reason redundant mucosa must be cut away in the operation. The complete operation may be done under general or local anesthesia, the latter usually being employed.
DR. JOSEPH C. BECK said that first he would like to object to Dr. Robertson's reference. He never said that the oper ation could not be done. He said he would not want to do it in that manner.
Dr. Beck enjoyed Dr. Brophy's paper immensely because it agreed with many of his own-sentiments regarding the treatment of suppuration of the antrum. The one criticism that he would like to make was that not enough attention was paid to the pathologic lesions that we deal with. It makes a big difference as to the change in the tissues in a chronic suppuration of the antrum. A case may be chronic, yet, as suggested by Dr. Freer, if well opened up in the in ferior meatus, will get well, because we drain and ventilate the cavity-especially is this the case if it is not associated with infections of the other sinuses.
A chronic osteitis associated with chronic suppuration of the antrum will not get well by an opening in the inferior meatus, no matter if it is as big as a house. It is a pathologic process that must be eradicated by thorough curettage and obliteration of the entire cavity. This has been his practice in cases that will not get well by an opening in the inferior meatus.
The speaker asked Dr. Brophy what took place in that cav ity when he had scraped the bone and put the plug in. Cer tainly, not mucous membrane. It must be a scar membrane. A closed cavity lined with scar will suppurate. He said this from experience, because he has reopened these cavities.
His method of dealing with chronic suppurations, after try ing simple operations, is to obliterate the cavity as nearly as possible. He has now sixteen cases on record that have been treated and cured by this operation.
DR. GEORGE E. SHAMBAUGH, in speaking of the etiology of antrum infection, stated that before the development of rhinology these cases were handled almost exclusively by the dentists, and the conclusions expressed by Dr. Brophy that most of these cases are caused by dental infection corresponds with the view that was generally accepted before the advent of rhinology. Most of the cases that come under the obser vation of a dentist no doubt have dental origin ; the dentists are consulted because of the teeth, or the patients come to the dentist because of an acute pain in the side of the face, follow ing distinctly an alveolar abscess, of which the patient has been aware. The rhinologist today sees many more cases than go to the dentist ; he sees not only the cases of dental origin, but those that have their origin from infection of the nose. The rhinologist has found that a relatively small percentage of cases of antrum infection have a dental origin.
The speaker in listening to the discussions was surprised that in the suggestions regarding treatment nothing had been said regarding the easiest and very often the most efficient way of making an opening into the antrum. This is by break ing through the thinnest portion of the antral wall, namely, the socalled nasal fontanelle, which lies in the middle meatus.
Here there are areas of considerable size where the antrum is separated from the nose simply by the mucous membrane coverings. In an exploratory puncture of the antrum for irrigation, in making a diagnosis, this is by far the easiest and best way for entering the antrum. In cases of acute empyema of the antrum it is very unusual that one has to resort even to any artificial openings. In treating chronic cases of antrum empyema Dr. Shambaugh has been able to cure a great many cases by making a large opening in the middle meatus of the nose. In his opinion this is very often the method of choice in undertaking the cure of a chronic antrum infection. There are cases, however, where it is impossible to get a satisfactory result by working through the middle meatus. In cases where a more radical procedure is called for, the Denker operation gives us our best chance for eradicating the trouble.
DR. J. R. FLETCHER was rather surprised that nothing had been said of the bony cysts which have been shown in various works to be sometimes so enormous that they almost entirely fill the space which should be occupied by the antrum of Highmore. He is rather of the opinion that they are much more numerous than is generally thought. If we enter habit ually through the canine fossa, we will now and then be deal ing with a suppurating dentigerous cyst, and have no com munication, except in very rare instances, when the com munication is formed by the death of the bone posteriorly. He would think that dentists would have more opportunity to find these than rhinologists, but perhaps rhinologists do not find them as often as they might, because they do not look for them and keep them in mind. The speaker read a paper on this subject before the Society three or four years ago, which some of the members might remember.
He was further very much pleased to hear Dr. Shambaugh call attention to the route of the middle meatus. That is certainly the easiest point to make your entry. Oftentimes, instead of going through the elaborate procedure mentioned by Dr. Brophy to find if there is pus in the antrum, it is ad-visable to have an easier route, and the one spoken of by Dr. Shambaugh is the easy route. Quite a large percentage of cases are cured when we go between the middle and the in ferior turbinates. He is not of the opinion that the antrum must be on the level of the inferior wall of the nose, in order to give good drainage. The head is not fixed-it is decidedly movable.
DR. J. HOLINGER thought the members were dealing with a borderline subject, and of course each one finds what he is looking for on his side of the fence. Each one may have his justification. But he would call attention to the patient exhib ited by Dr. Brophy. He had treated her for many months through that opening. Even though the suppuration stops temporarily, did Dr. Brophy think that he had a normal mu cous membrane in there? Did Dr. Brophy make a micro scopic examination of the membrane? After all the manipu lations, it is impossible that there can be a normal lining of an antrum of Highmore. Sooner or later, if he allows the opening to close, the cavity will suppurate again. This is the clinical experience of rhinologists of the last twenty years, and is supported by microscopic findings.
After scraping out the mucous membrane you have noth ing else to put in its place except granulations. You leave a granulating and therefore suppurating surface. Denker does not destroy any mucous membrane of the antrum except the floor, which he covers afterwards with the mucous membrane of the lateral wall between the antrum and the nose. In a week the patients are cured, and safe from relapses. Dr. Brophy treats his patients from six to nine months. The speaker's patients would not stand for that, and he would not expect it of them, so long as he can cure them in a week. If Dr. Holinger sees that after three or four washings of the antrum with boric acid solution he cannot make headway, that the discharge and odor do not diminish, he tells them to go to the hospital, where a radical operation is performed. He has never seen a suppuration recur, but even if that should happen, the patient can easily wash out the antrum himself through this permanent opening. He has never seen any trouble after a Denker operation, but he has seen a lot of it after other operations.
DR. OTIS H. MACLAY said the essayist had spoken of doing the work with the least manipulation and the least sacrificing of tissue, and he thought that everyone agreed with him in that, and it is only a matter of where to place this. It seemed to him that, on the basis that ventilation plays equally an impor tant factor in the work as drainage, we do not need to get a great big opening in order to cure these cases. With a fairly good opening in the middle meatus, we. run a good chance of curing many of the cases, and he is of the opinion that we ought to do that first in all cases-at least give them a chance, and, if necessary, further work can be done, but the middle meatus route should be adopted first.
DR. JOHN A. CAVANAUGH wished to call the attention of the members to a few specimens of the antrum which he has, especially as Dr. Brophy mentioned entering the antrum through the canine fossa. He has two or three specimens where the antra were very small, and in such cases this oper ation is absolutely impossible. The speaker had a case a year ago, in which a dentist had gone through the canine fossa, thinking he was in the antrum. At first Dr. Cavanaugh thought so, too ; but, the trouble persisting, he passed a probe into the opening through the canine fossa, and, looking into the nose, found tha't the probe passed into the lower meatus of the nasal cavity. The opening was not into the antral cavity at all.
Dr. Cavanaugh believes that all the accessory cavities that are found in the cheek bone, otherwise than the one which opens from the infundibulum, are not antral cavities, because the antrum itself develops from the middle meatus, directly from the lower part of the infundibulum. The maxillary process of the inferior turbinate forms the inner wall of the antrum, so no matter how small the antrum is, if a needle be passed underneath the inferior turbinai, about three-fourths of an inch, from the anterior end at its attachment to the lateral wall, it will always pass directly into the antral cavity, regardless of'the size.
Another thing: In going through the alveolar process he has found that just anterior to the molar ridge is the thinnest part of the anterior wall of the antral cavity, and in passing a bur or a needle upward in the direction of the supraorbital foramen, it will always pass into the antral cavity.
DR. BROPHY, in closing the discussion, thanked the mem-bers of the Society for jumping on him so lightly. However, he had this consolation, that while the speakers might not agree with him, they had also failed to agree with one another. He was greatly pleased with Dr. Robertson's remarks, and was pleased to hear that he does not destroy as much of the bony wall between the antrum and the nose as some of the others. He saves the mucous membrane and preserves the integrity of the antral cavity and of the nasal cavity. He endeavors to restore, in other words, what he takes away. The surgeon who has the highest aims must keep in mind the importance of preserving the anatomy of the parts upon which he operates.
Nature made this cavity for a purpose. It provides a natural opening through which air and fluids may pass. It becomes our duty as surgeons to endeavor to reestablish that opening, if by some cause it has been closed, and enable nature to perform her functions normally. The criticism he would offer on Dr. Robertson's questions is that sometimes the mem brane does not reunite, and then there would be a calamity on his hands-art unnatural opening through which dust and dirt and fluids and waste and incrustations might develop. Nature provided the ostium maxillare and put it in a place where dust and dirt cannot be readily admitted, above the inferior turbinate bone, and it should be preserved or reestab lished, if for any reason it has been closed.
Dr. Robertson said that usually you find carious teeth when there is disease of the antrum. The speaker wished to ask, in all fairness, if the members did not think that some times they overlooked a tooth with a dead pulp, which was absolutely sound so far as external appearances indicated; and that the infection may have arisen from this source? He personally had no doubt of it.
How does the rhinologist know that these teeth do not con tain dead pulps, when the expert dentist, with all the facilities at his command, finds it difficult to determine whether the pulp in a tooth is living or dead? Part of the pulp may be living and part of it dead. Such a condition may be mis leading to the observer.
It is true that a large opening through the nasoantral wall will admit of good drainage so that the constantly forming pus at the root ends of teeth may easily escape, and inasmuch as it is not retained in the cavity the patient is not subjected to great discomfort.
Medical colleges have not taught diseases of the teeth. Medicine is said to be the healing art in all its branches. It is not any such a thing, except in part of its branches. Some few colleges are teaching dental pathology-others do not teach it at all.
Regarding Dr. Freer-there is some hope for him, because he has given up extensive cutting out of the nasoantral wall. The speaker would have been glad to give a fellow country man the credit for the operation, if he had known his name. He is glad that Dr. Freer uses the dental engine.
Some speaker referred to the "elaborate way" he had of opening the antrum and the more simple way of going in through the nose and around the corner. Who can do it quicker than the speaker, with this engine? You don't need to make an incision. The thinnest part of the wall is just above the canine fossa; you put the instrument in place and in a second the antrum is opened; introduce a small-pointed syringe and flush it out, and if there is any pus in there, you know it.
Dr. Beck asked what you will find in an antrum that you open and curette. In many you find nothing but pus-no membranes at all. The bone is denuded absolutely. What will happen to that kind of an antrum?
Dr. Shambaugh's plan of opening through the middle meatus is probably a most excellent one. The speaker has never tried it, because he thinks he has a better way.
Dr. Fletcher spoke of dentigerous cysts and their involve ment of this cavity, and of the elaborate care that the speaker pursued in opening the antrum, which is positively the quick est way. Dentigerous cysts do involve the antrum, but Dr. Brophy does not regard them as the cause of empyema, except in rare cases.
Dr. Holinger spoke of normal membrane. He does not agree with anybody else who spoke. He believes in the Denker operation.
In these old cases that have been running on for a long time, the speaker does not generally find any membrane on opening them-he finds nothing but bone denuded of all tissues.
Dr. Cavanaugh spoke of the importance of getting into the most difficult part of the antrum operation-getting into the anterior cavity. That is why Dr. Brophy opens it as he does. He can see every part of the cavity. If it is diseased any where, if fungi are present or exuberant granulations any where, he can take them out through this opening very easily.
Nothing had been said about the numerous cavities into which the antrum is sometimes divided, nor how to wash out these cavities. What better way is there of getting access to these cavities and breaking down the wall than by the methods described by the speaker? Many an antrum has been opened and treated, and then another cavity of the same antrum was filled with pus and not treated at all. What we want is to get out all the septa of bone, which will enable us to determine that we have freed the parts from infection.
Dr. Brophy then gave Dr. Maclay, the Secretary, a note from Dr. Homer M. Thomas, who was to have been present to discuss his paper, which read as follows:
"Dr. Homer Thomas is unable to be at the meeting tonight, but wishes you to know that he heartily indorses your views and the position you have taken, and with you believes the only way to properly open the antrum is through the dental arch. He would be glad to have you use his name as express ing this opinion."
